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since both develop together. The neighboring soft tissues participate 
in the structure of the callus. Appropriate treatment of the recent 
injury is the best prophylaxis of the ossification. It involves rest and 
protection of the injured soft tissues, as far as possible, and the pro¬ 
motion of absorption. Vigorous massage and active movements are 
to be strictly avoided. For persistent thick infiltration, fibrolysin 
treatment is to be recommended. The completed ossification is cap¬ 
able of undergoing absorption, so that its treatment should be mostly 
conservative. An operation is indicated only in long continued, 
severe disturbances of function, and when there are complications 
from pressure on nerves and vessels. It should not be done before 
the conclusion of the process of ossification. 


The Indications in Operations for Aneurysm and for Injury of the 
Bloodvessels. — Coenen ( Zentralbl . /. Chir., 1913, xl, 1913) says that 
whether one must treat traumatic aneurysms by ligature of the afferent 
and efferent branches with extirpation of the sac or by the employment 
of the vessel suture, and further, whether an injured large bloodvessel 
should be ligated or the vessel suture employed, depends on develop¬ 
ment of the collateral circulation. This should be determined before 
or at the time of the operation. From his experience with aneurysms 
in the first and second Balkan wars he developed the following method 
of testing the collateral circulation: Without interruption of the current 
the aneurysmal sac and the artery at each end are exposed. The artery 
is ligated above and below, close to the sac. Then below (on the 
peripheral side) the ligature a clamp is applied and the artery divided 
between this clamp and the peripheral ligature. If the clamp is now 
removed and bright red blood escapes from the open peripheral stump 
a sufficient collateral circulation is present, and one may safely apply 
the ligature (positive collateral sign). But if no blood escapes from 
the open peripheral stump, then it may be assumed, provided that a 
thrombus has not developed, that no collateral circulation has formed 
(negative collateral sign), and the vessel suture with implantation 
into the saphenous vein is indicated. The color of the toes or fingers 
help in determining the condition of the collateral circulation as well 
as the color of the blood which escapes from a puncture in the affected 
region. One cannot always wait for the stationary stage of the aneurysm 
nor for the complete fibrous encapsulation of the sac and formation 
of the collateral circulation. This is the case in war hospitals or when 
the escaping blood is progressively infiltrating the muscles and pro¬ 
ducing nerve paralyses. In such cases it may be necessary to operate 
and expose the vessels with the limb made bloodless by the Esmarch 
tourniquet. After clamping the vessel above and below the Esmarch 
band may be removed and the above test of the colateral circulation 
made. He operated on three stationary and four progressive aneurysms. 
In two, saphenous implantations were made. Gangrene did not occur 
in any. 


Gastroduodenostomy for Ulcer. — Brun ( Zentralbl. f. Chir., 1914, 
xli, 140) has been employing for a year gastroduodenostomy instead 
of gastrojejunostomy for florid pylorus and duodenal ulcer. He calls 
attention to the mobility of the duodenum and its availability in this 
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operation, but admits that, exceptionally, adhesions and inflammatory 
exudate will prevent the employment of the duodenum for the anas¬ 
tomosis. According to his experience a gastroduodenostomy for 
stenosis and ulcer can be performed easily much more frequently 
than is usually thought. He advises a vertical or, which is better, an 
oblique abdominal incision along the costal margin. The latter gives 
an excellent view of the field of operation. In simple cases with small 
ulcers in the anterior wall of the horizontal portion of the duodenum 
he usually employs a lateral gastroduodenostomy. The ulcer is turned 
inward by successive sutures until the afferent and efferent loops are 
brought together. This makes the performance of the gastroduodenos¬ 
tomy easier, since the stomach and mobilized, descending portion of 
the duodenum are already close together. Where a complete occlusion 
of the pylorus seems indicated, whether the ulcer is prepyloric or 
duodenal, he divides the stomach completely through, closes the 
duodenal end, and implants the gastric stump, as it is, end to end, 
into the descending portion of the duodenum. The anastomosis is 
made higher or lower according to the extent of the infiltration of the 
ulcer zone, or according to the desire to change the plane of the stomach. 
The blind closure of the peripheral lumen is safe, even when it involves 
the ominous duodenum, if one carefully respects its circulation. The 
new anastomosis removes the ulcer from the food current completely, 
permits the mobility, innervation, and chemistry to remain almost 
undisturbed, and respects the physiological principles. 

Intrathoracic Goitre. — Lamson (Annals of Surgery, 1914, lix, 191) 
reports two interesting cases of goitre extending downward into the 
thorax. In one a cyst developed at the lower pole. At the same time 
there was some enlargement of the thyroid gland in the cervical region, 
which about one and a half years ago disappeared, as the patient stated 
(probably during a fit of coughing it was drawn beneath the clavicle 
and was retained in the thoracic cavity). After that, beginning rather 
acutely, there was a marked increase in the severity of her symptoms, 
which were gradually growing worse. In the second case there was 
never any sign of any visible goitre, the growth having developed at 
the lower pole of the gland and extended downward into the mediastinum 
during the entire course of the growth, producing such marked narrow¬ 
ing of the trachea as to almost strangulate the patient. Both patients 
made a complete recovery after operation. 

Hematuria in the Course of Different Forms of Appendicitis.— 

Nove, Josserand, and Fayol {Jour. d’Urolog., 1914, v, 121) say that 
hematuria may occur in all forms of appendicitis, acute and chronic, 
and after appendectomy. In the acute form it appears at the cessation 
or after the general symptoms of appendicitis. It appears suddenly 
without premonitory signs. It is intermittent, of short duration, and 
is variable in quantity. In the chronic form it precedes the appendicular 
symptoms proper. It occurs in patients with long-continued and 
variable pain in the abdomen, gastralgia, with or without vomiting, 
constipation, meteorism, and pains in the right iliac fossa. It co¬ 
exists with nephritic colic, confusing the diagnosis with renal or ureteral 
calculus, especially as lithiasis can coexist with appendicitis. Examina- 



